Abstract
Introduction
In 1886, Harvard pathologist Reginald Fitz presented "Perforative Inflammation of the Vermiform Appendix with special reference to Its Early Diagnosis and Treatment" to the Association of American Physicians. Fitz was the first to describe "appendicitis" and suggested immediate surgical intervention (less than 3 days) to prevent spreading peritonitis or deteriorating clinical status 1 . The entire spectrum of appendiceal disease was described in 1905 by Howard Kelly in his book, The Vermiform Appendix and its Diseases 2 .
But after passing more than a century, diagnosis of acute appendicitis still remain an enigma 3 . The diagnosis of acute appendicitis based mainly on history taking and clinical examination and still remains a major problem despite our best effort. Definitive diagnosis of appendicitis is made in only 50% -70% of children at the time of initial assessment 4 . Only 55% of patients with appendicitis present with classic history & physical findings 5 . Although various aids exist like abdominal ultrasonography, laparoscopy, computerized tomography, MRI, computer aid barium enema, the usefulness of these tests has not been established, moreover they need expertise, are costly, sometimes are not without complications 6 . Acute appendicitis is difficult to diagnose in children due to lack of communication and cooperation. There is still appreciable morbidity and occasional mortality, which is related to failure of making an early diagnosis. For this fear of complication from a missed diagnosis; 15-30% of negative appendectomy has been accepted with impunity by some authors [7] [8] .
In recent years, to diagnose acute appendicitis and to reduce the incidence of negative appendectomy without increasing the risk of perforation, at least 6 different scores have been developed to face the patients with suspected acute appendicitis for observation &/or surgery [9] [10] . The Alvardo score was described in 1986 11 . This scoring system has subsequently been validated by prospective studies in adult 12 . O. Bengezi and Al-Fallouji have modified the Alvardo score into a more practical and easy score to use in patient with acute appendicitis 6 
Results

Study population
Total 106 patients were admitted with suspected acute appendicitis out of 2763 admissions in pediatric surgery department of Dhaka Shishu Hospital within 16 months period. Of which 97 cases were operated & 9 cases were treated conservatively. Total 90 specimens were sent for histopathology and 7 samples were missed. Histopathology reports were available in 85 cases & 5 reports were missed (figure-I). So, total study population was 85. Table I .
Table-I: Histological findings
Relationship between histological and MAS findings MAS were divided into 3 groups according to the interpretation of scores (Table II) . P value is highly significant (<0.001) in relation to histological finding of positive and Negative appendectomy with MAS. 4 . In these two scoring systems, the sensitivity, specificity and diagnostic accuracy are high. But in our study, PAS is better than the MAS regarding specificity & diagnostic accuracy which is proven statistically. The study was carried out in a small number of patients. It shows that the use of these scoring systems in these patients provides a high degree of sensitivity and specificity. These scoring tools have an easy application because of they rely on purely history, examination and a simple investigation which are easily available.
In conclusion, this study showed histological validation of Modified Alvardo Score (MAS) & Pediatric Appendicitis Score (PAS) in the early diagnosis and management of acute appendicitis in children. These organized scoring systems give us accurate guide line about hospitalization, observation and indication of immediate appendectomy in children and based only on symptoms, signs & simple blood test which are easily available. PAS is more accurate than MAS in higher degree of specificity & diagnostic accuracy. Besides, patient compliance is better in eliciting the sign of PAS which is devoid of the irritating sign (rebound tenderness) of MAS. So, this study recommends to general practitioners, pediatricians, pediatric & general surgeons to follow the guide line of PAS in their practice. 
Scoring
Relationship between histological & PAS findings
PAS were also divided into 3 groups according to the interpretation of scores (Table III) . P value is also highly significant (<0.001) in relation to positive and Negative appendectomy with PAS. (Table IV) .
Table-IV: Statistical analysis of MAS & PAS Discussion
In recent years, various scoring systems totaling about 12 have been developed to aid the early diagnosis of acute appendicitis & to reduce negative appendectomy 10 . Notably of them are Alvardo score (AS), MAS & lastly PAS 4 . AS and MAS were applied in all age groups not confined to the pediatric age group only. The accuracy of MAS in children was studied by Matin 13 in DSH. PAS was proposed by Madan Samuel 4 for evaluates exclusively pediatric age group patients of suspected acute appendicitis. In this series, acute appendicitis was diagnosed histologically in 66 cases & 19 cases were normal out of 85 cases. In this study, MAS suggested definite acute appendicitis for score 8-10 and 64 cases were in this range of score. Among them 61 cases were true positive and 3 cases were false positive proven histologically. Among the 21 cases of score 1-7, 16 were true negative and 5 were false negative. So, the sensitivity, specificity and diagnostic accuracy of MAS are 92.42%,
